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PREFACE 



This is the report of a three-day symposium on the special problems 
of educating physicians and other health personnel in sparsely settled 
states. Meeting under WICHE sponsorship, a group of consultants from 
throughout the United States concluded that states which cannot afford 
conventional medical schools may be able to develop medical educa- 
tion facilities — if they are willing to experiment with new patterns of 
education and health care. 



This report defines many problems and suggests some solutions. The 
people of those western states that lack medical schools will decide 
whether any of the ideas here can help them to develop the programs 
and facilities they need. 

* * * 



Most of WICHE’s efforts to help increase the supply of physican 
manpower have been carried out with the financial assistance of the 
Commonwealth Fund of New York. This was true of the symposium 
reported here as well as of a 1959 report, The Wesfs Medical Man- 
power Needs. This report revealed serious physician shortages in most 
of the western states, particularly in those without schools of medicine. 
In all states, opportunities to study medicine were found to be too 
limited. The report predicted that, with the passage of time, these two 
problems would grow. 



Since 1959 the western states have kept these problems under re- 
view. Arizona, Hawaii, and New Mexico have established schools of 
medicine. The University of California has absorbed the College of 
Osteopathic Physicians and Surgeons as a medical school, has started 
new schools at San Diego and Davis, and is planning for more. All 
existing schools in the West are planning for expansion. All of this is 
good. But from the point of view of the states of Alaska, Idaho, Mon- 
tana, Nevada, and Wyoming which have no medical schools, these 
developments only emphasize the widening gap between the “haves and 
the have-nots.” 



ii 



Four of these states joined in a two-year study of their potential in 
physician education. The major result of this effort, the Faulkner Re- 
port, Opportunity for Medical Education in Idaho, Montana, Nevada, 
Wyoming , was published in 1964. Because these states have small 
populations and large land areas, and because they have limited finan- 
cial and educational resources, this report was not encouraging. The 
major recommendations were to expand the pre-existing medical stu- 
dent exchange program (to be encouraged by increasing the medical 
school payments to the level of actual costs and by doing away with the 
policy of requiring subsidized students to return to their home states to 
practice) and to keep the situation under constant study under a 
WICHE-appointed Advisory Council on Medical Education. 



Since the publication of the Faulkner Report in 1964, there have 
been significant changes in the national medical establishment. Knowl- 
edge that can increase the effectiveness of medical care has been in- 
creasing at a faster and faster pace. Technologies that can contribute 
to improved storage, analysis, and communication of this knowledge 
are becoming more efficient. Many studies and reports under the 
auspices of government, the health professions, and organizations 
representing the consumer public have been published and are being 
widely read. Community, regional, and national planning for the im- 
provement of health and medical care and for the education of related 
personnel is being supported by private foundations and by federal 
and state legislation. The Regional Medical Programs, programs for 
community-wide planning, Medicare, and assistance for health profes- 
sions education are all potent forces for change. 



In other words, since the Faulkner Report, there has developed a 
new climate for both medical care and medical education. Leaders in 
the four states felt that it was time to reconsider the medical education 
possibilities for their respective states. They asked the Western Inter- 
state Commission for Higher Education to sponsor a conference to 
which would be invited a small, carefully selected group of consultants, 
who, after reviewing the socioeconomic structure and health and med- 
ical care needs of each state, would discuss ways they might circumvent 
or dissolve the obstacles to physician education within their borders. 



The conference, called the “Symposium on Medical and Allied 
Health Education in Sparsely Settled States,” was held on September 
28-30, 1967, at the Harmony Guest Ranch, Estes Park, Colorado. 

• • • 
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The consultants present were as follows: 

CONSULTANTS 



Robert A. Aldrich, M.D. 
University of Washington 
School of Medicine 
Department of Pediatrics 
Seattle, Washington 

Ward Darley, M.D. 

Consultant to the Executive 
Director 

Association of American 
Medical Colleges 
University of Colorado 
Medical Center 
4200 East Ninth Avenue 
Denver, Colorado 

William J. DeMaria, M.b. 

Duke University Medical Center 
Department of Preventive 
Medicine 

Durham, North Carolina 

James L. Dennis, M.D. 

Director and Dean 

The University of Oklahoma 

Medical Center 

800 Northeast 13 Street 

Oklahoma City, Oklahoma 

Miss Jo Eleanor Elliott 
Director of Nursing Programs 
Western Interstate Commission 
for Higher Education 
Boulder, Colorado 

Reginald H. Fitz, M.D. 

Dean 

The University of New Mexico 
School of Medicine 
Albuquerque, New Mexico 



Dr. Jack H. Gore 
Assistant Director, 

Labor Education 
Center for Labor Education 
and Research 
University of Colorado 
Boulder, Colorado 

Andrew D. Hunt, Jr., M.D. 

Dean 

Michigan State University 
College of Human Medicine 
East Lansing, Michigan 

George E. Miller, M.D. 

Director, Research in Medical 
Education 

University of Illinois College of 
Medicine, Chicago 
901 South Wolcott Street 
Chicago, Illinois 

Dr. John S. Millis 
Chancellor 

Case Western Reserve University 
Cleveland, Ohio 

Dr. Kenneth E. Penrod 
Provost 

Indiana University Medical Center 
1100 West Michigan Street 
Indianapolis, Indiana 

Lyman S. Rowell 
President 

The University of Vermont 
Burlington, Vermont 

Robert D. Tschirgi, M.D. 

Vice Chancellor, Academic 
Planning 

University of California, 

San Diego 
La Jolla, California 



The following people attended from each of the four states: 



Fred M. Anderson, M.D., Nevada 
Frederick R. Bagley, Idaho 
Francis A. Barrett, M.D., 
Wyoming 



Frank L. McPhail, M.D., Montana 

Alfred M. Popma, M.D., WICHE 
Regional Medical Programs 

George T. Smith, M.D., Nevada 
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Members of the WICHE stafl, Dr. Kevin P. Bunnell, director of 
Medical Education Programs, and Mrs. Juba Malone, stafl assis t, 
were also present. 

Prior to the meeting, the consultants received the 1959 report. The 
West’s Medical Manpower Needs , the 1964 report, Opportunity 1 
Medical Education in Idaho, Montana, Nevada, Wyoming , and other 
pertinent materials. Dr. Jack H. Gore, who had done the socioeconomic 
studies for Dr. Faulkner, was present, brought his data up-to-date, and 
remained to answer questions. 

WICHE is grateful to all the symposium participants for their con- 
tributions to the substance of this report. Special thanks ^are due 
Dr. Ward Darley, who served as symposium chairman and who helped 
to shaoe the form and content of this report. 



Robert H. Kroepsch 
Executive Director 
Western Interstate Commission 
for Higher Education 



Boulder, Colorado 
April, 1968 
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ASSUMPTIONS AND CONCLUSIONS 



ASSUMPTIONS 

In the fields of health and medicine, increases in knowledge, increases 
in the demands for and costs of service, and shortages of personnel are 
certain to persist. These problems must be met through better educa- 
tional opportunities to increase health manpower and to increase the 
effectiveness of existing health personnel. 

States without adequate medical education programs will have diffi- 
culty in attracting sufficient numbers of health personnel to serve local 
communities and in providing opportunity for students in the state to 
study medicine. 



CONCLUSIONS 



Sparsely Settled States Can Develop Medical Schools 

The states of Idaho, Montana, Nevada, and Wyoming probably cannot 
afford individually full-scale medical educational programs. They can, how- 
ever, develop medical schools by pooling and coordinating their academic 
and community hospital resources. 



Such Schools Must Reflect New Concepts an Medical Education 

Educational programs for health personnel can be achieved through 
centralized planning, preparation of core curricula, and through the use of 
modern systems of communication. An emphasis must be P |a £ ed ° n the 
team approach, general physician education, and community health care 

experiences. 



VI! 




Chapter I 

PRESENT HEALTH AND MEDICAL 
CARE IN SPARSELY SETTLED 

STATES 



The term “health care,” as used in this report, includes the preven- 
tion of disease and protection of health. Medical care is used to denote 
the diagnosis and treatment of disease. The all-inclusive phrase health 
and medical care” will be used frequently because usually these two 
concepts must be considered together. 

The symposium consultants considered it axiomatic that the main- 
tenance of health and management of disease depend upon the proper 
education of those who will be responsible for these two functions. This 
report of their discussion focuses on education as the principal means 
for improving the status of health and medical care in the four sparsely 
settled states of Idaho, Montana, Nevada, and Wyoming. 

PUBLIC INTEREST IN HEALTH AND MEDICAL CARE 

During the past few years, the public has been showing increasing 
concern for health and medical care. This has been the logical result 
of rising levels of education, knowledge, and economic growth. Now 
simple concern will be translated into demands for ready accessibility of 
comprehensive health and medical service. Along with this is the grow- 
ing awareness of the need for medical resources that are complex, 

extensive, and expensive. 

For these reasons, national and local energies have been directed 
toward the development of large medical centers so organized as to 
meet the health and medical dennnds of an expanding population. 
Most of these centers are in the metropoUtan areas with broad enough 
population bases to provide two important resources: (1) sufficient 
tax revenues, or other dollar sources to support the medical centers, 
and (2) the number and variety of clinical patients needed to make 
efficient use of complex facilities. 

HEALTH AND MEDICAL CARE IN SPARSELY SETTLED STATES 

States with low population density and widely separated small urban 
communities are not able to develop complex health care facilities like 
those in the metropolitan centers. These states cannot finance such 
facilities because their economies are characterized by narrow tax 
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Medical Education for Sparsely Settled States 

bases and high per capita costs of public services. Idaho, Montana, 
Nevada, and Wyoming are examples of such states in the West. 

The health care services of these four states are centered mainly in 
small urban communities. While the manpower resources in these com- 
munities for the most part may be adequate to meet urban needs, al- 
most 50 percent of the state populations who reside in rural com- 
munities are not as well served. 1 Yet these people, too, want health 
services comparable to those available at large medical centers. The 
rural areas are often isolated from such centers by geography and 
inadequate systems of transportation and communications. 

INSUFFICIENT PERSONNEL 

Maldistribution and shortage of health and medical personnel and 
services in these sparsely settled states have prompted medical educa- 
tors to take a hard look at ways of meeting these problems. The health 
needs of these states must be met. The medical centers elsewhere in the 
United States are not producing enough physicians who are willing to 
settle in these sparsely populated areas. The graduates of these institu- 
tions tend toward highly specialized fields; they often prefer to practice 
in urban communities or large metropolitan centers where there is 
opportunity for extensive clinical casework, interaction with other 
specialists, and access to complex and expensive equipment. 

THE NEED FOR COMPREHENSIVE CARE 

“Comprehensive care” is a phrase that is being heard with increasing 
frequency. In a series of papers that appeared in the June, 1967, issue 
of the New England Journal of Medicine , Darley and Somers, putting 
together two statements from different sources, offered the following 
definition: 

Comprehensive care is a system of person- and family-centered 
service, rendered by a well-balanced, well-organized core of . pro- 
fessional, technical, and vocational personnel who, by using facilities 
and equipment that are physically and functionally related, can 
deliver effective service at a cost that is economically compatible 
with individual family, community, and national resources. 

There is nothing new or complicated in the concept. Basically, 
comprehensive medical care is the kind of compassionate, person- 
alized, birth-to-death attention— preventive, advisory, and rehabili- 
tative, as well as diagnostic and therapeutic — that the ideal family 
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physician used to give (and sometimes still gives), within the limits 
of his knowledge and facilities. 

What is new and complicated is adapting the concept to the uses 
of urban society and specialized skills; so that medical care does 
not become increasingly an episodic, impersonal, and even hap- 
hazard matter of a patient’s shopping in bewilderment from specialist 
to specialist, none of whom may know the emotional and environ- 
mental problems interacting with his organic complaint. The aim 
should be to combine the concentrated knowledge and skills of the 
specialists with the broad understanding, wisdom, and continuing 
care of the generalist, to the end that the patient receives precisely 
as little or as much care as he requires . 2 

THE FAMILY PHYSICIAN 

The primary source of medical care in rural communities has been 
the general practitioner. However, because of rapid advances in the 
science of medicine, it has become increasingly difficult for this type 
of physician to keep his professional skills up-to-date. It is difficult, too, 
for the family physician to keep up with the increasing needs, let alone 
the demands of his patients. An adequate number of auxiliaries might 
be of help, but these, too, are in short supply. As a consequence, the 
need for more family physicians continues to grow. 

These physicians are needed to help with the medical care of any 
population— urban as well as rural— but they are particularly needed 
in sparsely settled areas. Consultants in the highly technical aspects of 
health care can provide assistance when necessary, but for the most 
part the family physician is the one who must be equipped to provide 
continuing, comprehensive care for most of the people. To provide 
such care, the family physician must be well-trained in psychiatry, 
internal medicine, pediatrics, preventive medicine, and behavioral sci- 
ences. His medical versatility is vital to family health and medical 
care. But to be successful and to have time for study, rest, and family, 
his role must be well-supported by auxiliary personnel including nurses, 
technicians, and social workers, who are also specifically trained for 
continuing and comprehensive care that requires person-to-person rela- 
tionships. Such allied personnel is seldom available in rural communi- 
ties, and even the supply of family physicians is declining. 

ARE NEW MEDICAL SCHOOLS THE ANSWER? 

If medical institutions outside of Idaho, Montana, Nevada, and 
Wyoming are not training the health personnel willing to practice in 
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sparsely settled states, can these states supply this need themselves? 
Perhaps. But financial and other limitations make it impossible for any 
one of these four states to develop a large teaching medical center 
similar to those in more populous states. In addition to sparse popula- 
tions, these states have high per capita costs of government and 
moderately low per capita income. It is not realistic to impose the 
additional tax burdens necessaiy to finance complex medical educa- 
tional facilities. This means that the states are powerless to help them- 
selves unless new approaches to medical education and health and 
medical care can be found. 

COORDINATING EXISTING HEALTH PERSONNEL- 
THETEAM APPROACH 

Jo Eleanor Elliott, president of ANA and a WICHE staff member, 
stated that, “The development of a comprehensive medical care system 
will demand coordination of all allied health professionals.” In the 
sparsely settled states, proper utilization and coordination of these 
health professionals can be achieved through a “team approach” to 
patient care. As the term implies, a team consists of health profession- 
als who coordinate their roles to provide optimum patient care. The 
usual team may consist of the patient, a physician, a nurse, physical 
therapist, social worker, and special assistants, depending on the par- 
ticular health problems involved. Each member must be able to define 
his role and abilities in conjunction with those of other team members 
and perform the tasks for which he is best qualified. 

The consultants s symposium agreed that effective and efficient 
health practice will .quire an understanding of the relevance of the 
team approach in all aspects of health and medical care — in the doc- 
tor’s office, at clinics, in the patient's home, in hospitals, or through 
the use of other community facilities or services. 

TRENDS TOWARD REGIONALISM 

At best, improving the quality of health care will be difficult for any 
of these states that try to do it alone. But health and medical man- 
power shortages are common to all four states, and coordination of 
efforts could result in a very favorable improvement. The Regional 
Medical Program and other new health-related programs are creating 
a climate within which the civic, professional, and governmental lead- 
ership can begin to plan for this kind of effort. Interested citizens in 
the four-state area are planning together to meet health manpower 
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needs. For the first time, the right people are coming together to talk 
about the right things. Already projections of population increases and 
of the related demands for service indicate that, unless cooperation and 
coordination take place, the health and medical care difficulties of these 
states will steadily increase. These states must find ways of doing better 
by building on the resources they already have. 



^Nevada is an exception to this figure with only about 25 percent of its 
population in rural areas. 

2 Ward Darley and Anne Somers, “Medicine, Money and Manpower — A 
Challenge to Professional Education,” New England Journal of Medicine, 
June 1967. 
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Chapter II 

EDUCATION FOR HEALTH AND 
MEDICAL SERVICE-CURRENT 
ISSUES 



THE TRADITIONAL CONCEPT 

In the opinion of the symposium consultants, present-day medical 
education has not yet adjusted to the major emerging trends in health 
and medical care. Among these trends are the following: 

1. The rapid advance of scientific knowledge. 

2. The rise in the expectations of individuals concerning the quality 
and accessibility of health care. 

3. The increasing ability of people to pay for health and medical 
care with a consequent increase in their demands. 

4. The increasing application of technological advances and equip- 
ment. 

5. The rapid rise in costs. 

6. The increasing shortage in the supply of personnel. 

7. The increasing trend toward specialization. 

The consultants felt that the trend toward specialization has limited 
the ability of medical education to respond effectively to many of the 
changing needs and demands for care. For decades medical education 
has been highly departmentalized so as to conform to the patterns of 
specialization. Specialization is here to stay for it is the only way that 
a field as large as medicine can be broken down into leamable parts. 
But specialization has its lirvlts because too often it narrowly confines 
the student in his medical orientation and blinds him and his teachers 
to major social and economic forces. 

Departmental teaching is structured according to isolated disciplines 
with little or no interdisciplinary emphasis — an emphasis which is 
necessary for the integration and unification of the health sciences. One 
of the consultants drew an analogy between departmental teaching and 
forestry education. He said that teaching forestry in a lumber yard 
would give a student the same narrow exposure to the science of for- 
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estry that highly structured medical curricula now provide a student 
of medicine. 

Vast amounts of new medical knowledge must be comprehensively 
incorporated into the total teaching system. To accomplish this, rigid 
departmentalization must be broken down. No discipline can isolate 
itself if medicine is to be taught as a unified whole. 

The integration of knowledge must span not only the natural sci- 
ences, but the behavioral and social sciences as well. Only by relating 
all pertinent disciplines to the total process of maintaining human health 
and managing disease can medical schools become sufficiently respon- 
sive to society’s needs. 

THE NEED FOR COORDINATION 

The consultants asserted that increasing coordination must be an 
essential element in future medical education. They felt that three 
things were needed: (1) coordinated curricula designed for training 
physicians; (2) coordination of curricula for the training of physicians 
with the curricula for training non-physician health personnel; and 
(3) the coordination of these two curricula with the university cur- 
ricula in the behavioral and social sciences. The first has already been 
discussed. The consultants also explained the other two aspects of 
coordination. 

Physician and Non-physician Curricula 

Medical schools have a prime responsibility to support and encour- 
age the coordination of physician education with the education of 
non-physician categories of health personnel. If this is done during the 
formative years of medical education, the same coordination is likely 
to be carried into the years of practice. This should provide optimal 
patient care by encouraging team relationships between general physi- 
cians, consultants, and necessary auxiliary personnel. 

Health and University Curricula 

Coordination between medical school curricula and university cur- 
ricula is also essential for successful education in the field of health and 
medicine. The interdependence among the natural, social, and clinical 
sciences is rapidly growing, and each of these disciplines has been 
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enriched by its involvement with the others. Thus a close relationship 
among the science departments of the university and its schools of 
clinical sciences is increasingly important. 

The coordination of all aspects of health and medical education 
requires a restructuring of the medical curricula, including more inter- 
departmental orientation, if education for the efficient and effective 
delivery of health services is to become the common goal for all schools 
of medicine. But progress toward accomplishing this goal has been 
slow. This makes room for ventures in new kinds of education in new 
settings. 

One of the symposium participants stated, “The major weakness in 
medical education has been the lack of a goal-objective. Medical edu- 
cation is still attempting to solve new problems with an organizational 
structure that is a holdover from the past.” 

Finding new organizational structures to solve the persistent old 
problems was the challenge to which the consultants felt these four 
states should soon address themselves. 



Chapter III 

FACTORS IN MEDICAL SCHOOL 
PLANNING FOR SPARSELY 

SETTLED STATES 



Areas without programs for the training of health and medical per- 
sonnel are often characterized by inadequate health services: shortages 
in health manpower, maldistribution of existing personnel, and a short- 
age of medical facilities. The states of Idaho, Montana, Nevada, and 
Wyoming are experiencing such deficiencies in varying degrees. 

In the opinion of the consultants, medical schools in these states 
could help to solve these problems. If these states are to consider an 
appropriate structure for medical instruction, the consultants stated 
that several factors must be considered. 

ECONOMIC AND GEOGRAPHIC FACTORS 

What economic variables must a sparsely settled state consider 

before making a large-scale commitment for a medical institution? 

To make a commitment for a medical school, a state must have 
substantial financing for both capital and operational costs. Tax reve- 
nues are obviously the major source. Of the 16 new medical schools 
under development, 14 are being sponsored and financed by state gov- 
ernments. But tax revenues in Idaho, Montana, Nevada, and Wyoming 
are limited because of their relatively small populations. As a conse- 
quence, their tax structures have precluded the development of training 
facilities for auxiliary health personnel, let alone the education of 
physicians. Whatever progress is made in the field of physician and 
other health personnel education will have to be done within these 
geographic and economic limitations. 

Fringe benefits must also be considered when a state examines the 
feasibility of establishing training facilities for the health professions. 
This point was made by Lyman S. Rowell, president of the University 
of Vermont — an institution which maintains a medical school in spite 
of many obstacles similar to those the four states are facing. Mr. Rowell 
stated that, when discussing a medical school, “Unfavorable fiscal sta- 
tistics can often be outweighed by favorable fringe benefits.” As exam- 
ples, Mr. Rowell said that the medical school (1) can be a major 
factor in future state growth by providing health services which would 
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otherwise not be available, (2) can serve as a source for physicians 
and allied health personnel, (3) can be the best source of continuing 
education for physicians, and (4) may help to attract industry to a 
state. 

Another factor identified by the consultants is a reflection of geo- 
graphic barriers and has economic implications, though it does not 
involve direct cash outlay. This is the maldistribution of all health and 
medical personnel — not just physicians. 

Adequate numbers and proper distribution of personnel and facilities 
throughout the states could make health and medical services much 
more effective. The health and medical needs must be studied and 
judgments made regarding the quality and variety of needed personnel. 
With the proper information at hand, decisions can then be made 
regarding how educational facilities can be structured that will best 
meet the demonstrated needs. Several such background studies are now 
being done by the Mountain States Regional Medical Program. 

MEDICAL SCHOOL AND THE UNIVERSITY 

What should be the connection between a medical school and a 
university? 

The consultants agreed that any new medical school must have a 
close affiliation with an institution of higher learning. The states of 
Idaho, Montana, Nevada, and Wyoming already have universities 
capable of providing the umbrella for all the necessary resources. A 
university/medical school combination is important for several reasons. 
The science faculty of a medical school will be attracted to the univer- 
sity atmosphere by the prospect of interaction with university science 
staffs and a mature learning environment. This orientation should en- 
hance the effectiveness of the basic science curricula and also help to 
increase the relevance of medical teaching to the social environment of 
practice. 

FUNCTIONS OF A MEDICAL SCHOOL 

What are the functions of a medical school? 

To dramatize the scope of medical education, Dr. Tschirgi, vice 
chancellor of academic planning, University of California at San 
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Diego, compiled a list of the functions most medical schools perform. 
He said: 

The ultimate function is to raise the standards of health and 
medical care — that’s what medicine’s all about! Medical schools do 
this in many ways. These include the following: (1) provide edu- 
cational opportunities for students to study medicine; (2) train 
interns and residents who will become practicing physicians; (3) 
provide continuing medical education programs for practicing pro- 
fessionals; (4) produce biomedical scientists; (5) produce new 
knowledge through research; (6) increase the quality and quantity 
of other university science programs; and (7) offer prestige to the 
university and faculty, the community and local physicians. 

In sparsely settled states the most relevant and most appropriate of 
these functions revolves around the provision of health and medical 
care. Therefore, these states must find some way of developing the 
health and medical training programs and facilities that will satisfy this 
particular function as well as supporting functions such as the study 
of ways and means of improving and broadening the delivery of patient 
care service. 



CLINICAL RESOURCES 

What clinical resources are necessary to support medical educa- 
tion? 

Community hospitals, clinics, nursing homes, and doctors’ offices are 
the major clinical resources the states of Idaho, Montana, Nevada, and 
Wyoming have that can support medical education. These resources 
can be peculiarly important because they can provide medical students 
with exposure to and involvement in the process of continuing and 
comprehensive patient care — grass roots care where people live and 
work, where they stay well or become ill. 

Contact with patients must not be episodic. The student of medicine, 
to have the best educational experience in comprehensive care, must be 
able to follow the patient through the entire experience of illness and 
recovery— observing the entire process, not just an isolated portion of 
it. This should involve student-patient exposure in many environments. 
If properly used, the clinical resources of these four states — resources 
that are already functioning — should be able to offer students a clinical 
experience that is ideally integrated in the interests of continuing com- 
prehensive care. 
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CURRICULUM DEVELOPMENT 

How can curriculum be adapted to the role of the medical school 

in the university? 

Medical education of the future must integrate the natural sciences 
not only with the clinical sciences but also with the behavioral and 
social sciences. Social science instruction is essential in the curriculum 
if there is to be a social orientation to medicine. Examples of such 
course content might be: (1) knowledge of the family unit; (2) popu- 
lation genetics; (3) social organization; (4) economics of health; 
(S) legal medicine; and (6) developmental psychology. 

Science will always be the essence of medical education. But the 
recent and continuing explosion of knowledge has been such that no 
individual can master all of the knowledge that is applicable to medi- 
cine. Therefore, teaching should emphasize principles needed to under- 
stand the normal functioning of the body, its diseases, and the effects of 
treatment. If it is not possible to learn all the specifics, vital principles 
must be stressed. Teaching must also emphasize how to learn. New 
medical curricula must focus on these principles. 

The consultants suggested the importance of interdisciplinary, core 
programs of basic science instruction, selected portions of which could 
be applicable for all professional health fields. These fields would in- 
clude nursing, medicine, dentistry, veterinary medicine, and others. 
After completing this basic course work, each student would pass on 
to his specific field of study. Such an innovative approach to health 
education should help to do away with rivalry among health profes- 
sionals. 



CRITICAL MASS 

What is the significance of the critical mass concept in medical 
education? 

Dr. John S. Millis, chancellor of Case Western Reserve University, 
introduced this concept at the symposium. He explained that, in med- 
ical education, critical mass is the minimum number of patients, the 
minimum amount of facilities, the minimum number of dollars, and 
the minimum number of faculty and students necessary to mount a 
successful training enterprise. 
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As an illustration, Dr. Millis explained that the rapid growth of re- 
search and the resulting increase in knowledge have created a need 
for larger numbers of faculty in every medical school department to 
perform essential teaching and research. For example, 20 years ago a 
medical school department of physiology could do its job with five 
faculty members; now the critical mass necessary for an effective, over- 
all performance calls for many more. 

RESEARCH 

To what extent should a medical school in a sparsely settled state 

be research oriented? 

The scope and direction of research will depend on the philosophy 
of the medical school leadership and the ability of each school to 
finance appropriate faculty and facilities. 

No medical school can recruit quality faculty without providing 
some opportunities for research. The consultants mentioned two guide- 
lines for research involvement which might attract quality faculty to 
medical schools in sparsely settled states. 

A faculty must be involved in the process of keeping up with existing 
knowledge and developments. An overriding emphasis on research, 
solely for its own sake, is not essential for a medical school that is 
primarily oriented to patient care. Yet there must be sufficient research 
to stimulate a faculty to keep up-to-date and avoid the use of obsolete 
concepts and knowledge. Aside from the usual “bench and bedside” 
research and the related opportunity to train advanced students, the 
consultants suggested that the logical research emphasis for medical 
schools in sparsely settled states would be in the area of patient care— 
the delivery and the evaluation of service in the community environ- 
ment. 

CONTINUING EDUCATION FOR HEALTH 
AND MEDICAL SERVICES 

What role must continuing education play? 

Continuing education must be provided for physicians and allied 
health personnel so that they may keep their professional skills up-to- 
date. The learned professional cannot afford to let time lapse between 
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the development of new knowledge through research and the utilization 
of that knowledge in the care of his patients. This calls for participation 
in a continuous process of self-education. 

Medical schools are the logical focal points from which programs of 
continuing education can blanket the health and medical practitioners 
in sparsely settled states. Since it is not always possible for profession- 
als to leave their practices and return to a learning environment, meth- 
ods should be developed by the medical schools to make this education 
readily available where the physician lives and works. 

The consultants emphasized the following ways to provide continuing 
education for practicing health professionals: 

1. Make maximum use of available films, tapes, video, and tele- 
phone lines. 

2. Organize traveling educational programs to tour outlying areas. 

3. Provide fellowships for physicians to leave their practices for six 
months to a year and undertake postgraduate training at a med- 
ical school. 

4. Make optimum use of community hospitals as centers for con- 
tinuing education. 
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SINGLE-STATE MODELS 
FOR PHYSICIAN EDUCATION 



Large numbers of family physicians are essential to meet the health 
and medical care needs in sparsely settled states. Because medical 
schools are predominantly geared for training in clinical specialties, 
they produce very few such physicians. Of course, specialists are needed 
in these states, but there is a more critical demand for family physicians 
who can care for people in the environment of their own communities 
— long before most of them will require specialty services. 

To begin with, the consultants considered several educational models 
that might be adapted to meet the health and medical manpower needs 
of sparsely settled states. 

The models discussed first were the traditional four-year institution, 
the two-year basic science school, and the one-year program considered 
in the Faulkner Report. 

FOUR-YEAR MEDICAL SCHOOL 

Can a conventional four-year medical school fulfill the educational 

needs and health and medical demands of a sparsely settled state? 

The consultants said, “No.” The conventional four-year school is 
oriented to clinical specialization rather than to the general health and 
medical care of patients. A specialized graduate of a traditional medical 
school may be reluctant to practice in a rural environment where there 
may be comparatively few specialized clinical cases for his attention. 
Resources, both financial and clinical, to support highly specialized 
medical education, are, at present, beyond the reach of any of the four 
states. 

A conventional medical school should be affiliated with or near a 
university with strong Ph.D. programs in the basic sciences. None of 
the sparsely settled states as yet has such strength. If Idaho, Montana, 
Nevada, and Wyoming want to provide the complete span of oppor- 
tunity in health and medical education, they must insure that their 
universities provide strong background in biology and sociology for 
prospective medical candidates. If such programs are not in existence, 
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there could be three consequences: the medical school endeavor would 
have weak scientific education; the medical school would be unable to 
offer the research opportuniti :s that would attract competent faculty; 
and the medical profession might lose many well-qualified students to 
other scientific disciplines. 

TWO-YEAR MEDICAL SCHOOL 

Can a conventional two-year medical school fulfill the educational 
needs and health and medical demands of a sparsely settled state? 

The consultants said, “No.” The rapid and extensive increases in 
medical knowledge are now such that most four-year medical schools 
are planning widely differing curricula that offer a four-year program 
with variations in continuity that increasingly preclude the acceptance 
of the classical two-year transfer. Furthermore, even if accepted, these 
transfers would finish their training within the arena of specialism, 
would select their internships and residencies accordingly, and, with 
few exceptions, would locate their practices in areas where population 
densities, purchasing power, and complex facilities could support such 
practice. For these reasons the conventional two-year medical school 
woud not be viable within the context of rising educational and health 
needs in the sparsely settled states. 

Dr. Kenneth E. Penrod, the provost of the Indiana University Med- 
ical Center, offered a variation of a two-year program for the con- 
sideration of the consultants. Dr. Penrod called this the “middle school 
concept.” Under this concept, the program would begin with high- 
quality graduate instruction in the basic sciences, some of which might 
even be offered in the senior year of college. The result would be the 
equivalent of the first year of medical school. 

The next two years of education, the “middle school” period, would 
include educational involvement with patients under the tutelage of 
nracticing physicians as well as full-time faculty. The fourth year would 
mark the beginning of what is now known as the intern-residency se- 
quence and would take place in hospitals accredited for such purposes. 

ONE-YEAR MEDICAL SCIENCE PROGRAM 

Can a school offering just the first year of the medical curriculum 
help fulfill the educational needs and health and medical demands 
of sparsely settled states? 
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The consultants answered with a qualified “No.” This approach was 
one of the suggestions considered in the Faulkner Report; it is o 
suggested in Dr. Penrod’s “middle school” approach. Although such 
programs would represent innovative approaches to medical education, 
they would not serve as long-range panaceas to meet the needs of the 



The first-year medical science curriculum might be operated by an 
institution of higher education in each of the four states under a close 
cooperative arrangement with a nearby well-established four-year med- 
ical school. To assure the transferability of students at the end of this 
first year, the “sponsoring medical school” would have to play a role in 
planning the curriculum and the selection of faculty and students. Such 
an arrangement might be a prelude to a two-year medical school, but, 
as far as the four sparsely settled states are concerned, the drawbacs 
would be the same as those for the two-year and the “middle school 



None of the above-mentioned educational programs would meet the 
diversity of health and medical needs of Idaho, Montana, Nevada, or 
Wyoming. The consultants felt the most appropriate approach to med- 
ical training would be through regional patterns of cooperation. They 
believed that regional patterns of education could be designed that 
would preserve the self-sufficiency in medical education of each state 
and still bring to bear the fullest advantages of interstate cooperation. 



sparsely settled states. 



programs. 
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REGIONAL MODELS FOR 
PHYSICIAN EDUCATION 



Effective medical education in sparsely settled states will have to 
incorporate regional approaches to planning for educational programs 
and raising the quality of health and medical care needed to support 
these programs. The concept of regionalism implies not only that states 
will work together, but also that the communities within each state 
will be involved in the processes of health and medical education. 

Several consultants proposed models for cooperation between schools 
and community health and medical care resources. The feeling pre- 
vailed that educational programs for all levels of health and medical 
personnel should be closely affiliated with the community hospitals and 
related facilities and services. Such affiliations would assure that all 
educational programs would be sensitive to social and community atti- 
tudes and needs. The students would have access to valuable educa- 
tional experiences in the care of patients as they live in the settings of 
their own communities. 

Given successful patterns of intercommunity cooperation, the con- 
sultants believed that all communities should meld their efforts so as to 
cover each state. Then, and only then, could cooperation on a multi- 
state or regional level maximize the potential of each state’s resources 
to provide education and training that could serve the health and 
medical care needs of all of its citizens. 

Several concepts of such regionalism were presented at the sym- 
posium. 



Dr. William J. DeMaria from Duke University suggested that several 
existing medical schools in the West might form a consortium to estab- 
lish a regional clinical training program for the sparsely settled states. 
The medical schools would admit qualified students from these states 
for tr aining in the first two years of the science curriculum. The next 
two years of medical training would be in a well-developed clinical 
facility near an institution of higher learning in either Idaho, Montana, 
Nevada, or Wyoming. 



INTERSTATE COOPERATION 
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At least four university medical schools in surrounding states would 
be needed to contribute to the pool of faculty talent for the clinical 
instruction. Each of the four schools that assume responsibility for an 
area of clinical training would send appropriate faculty to the regional 
training facility. Clinical areas would be divided up perhaps as fol- 
lows: general medicine; gynecology, obstetrics, and pediatrics; general 
surgery; and psychiatry and preventive medicine. 

The entire enterprise would be coordinated by a director and a 
committee representing each of the participating states and medical 
schools. The enterprise would be financially supported by a contract 
mechanism involving all participating institutions and states. 

The representatives of the sparsely settled states pointed out that at 
least one important difficulty with this plan would be the legal restric- 
tions which would prevent one state from contributing to capital invest- 
ment in another. Another difficulty would be the location of the clinical 
training facility. 

DECENTRALIZED MEDICAL EDUCATION CENTER 

Dr. Kenneth E. Penrod suggested an educational plan for these 
sparsely settled states which would provide a statewide or regional 
network of teaching centers so that medical education could be made 
available to medical students under conditions that would develop at- 
tractive internships and residencies in community hospitals of these 
states. The result would be to provide needed manpower to meet the 
health and medical needs of each state in an expedient and economical 
manner. 

During the first year of medical education, the curriculum would be 
oriented toward the life sciences. The students should be able to receive 
this core science instruction at any state university offering high-quality 
graduate work in the human sciences (in or outside the four states). 
There would be close communication with, but not supervision by, the 
counterpart departments at a medical school that would be established 
in one of the participating states and operated under much the same 
plan suggested by Dr. DeMaria. This phase would be, in effect, a one- 
year medical science curriculum such as was considered in the Faulkner 
Report. 

The second and third years would have to be taken at the medical 
school where the students would take part in intensive instruction by 
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Regional Models for Physician Education 

career academicians. This instruction would relate the life sciences to 
clinical medicine. 

The fourth year, as well as the intern and residency years, would 
involve qualified community hospitals located in the participating states. 
Each community hospital and medical school would be interconnected 
with an electronic network consisting of audiovisual and computer 
components. In an effort to prevent information obsolescence, the med- 
ical school would disseminate scientific and clinical data throughout 
the participating states to provide high-quality instruction for faculties 
and hospital staffs as well as students. With the actual service programs 
of the participating states being used as frameworks for instruction, it 
would be expected that many, if not most, of these students would 
remain in their respective or similar states to practice. 

Dr. Penrod stated that many aspects of this concept of decentraliza- 
tion through communications are developing in Indiana under the aegis 
of the university medical school. Already the results indicate that the 
progr am is enabling many people to be exposed to and involved in 
quality community-centered medical education. While Indiana is a 
densely populated state, the same results should be possible in states 
such as Idaho, Montana, Nevada, and Wyoming. 



Dr. Andrew D. Hunt, Jr., dean of the College of Human Medicine at 
Michigan State University, described his institution’s community labo- 
ratory program. The goal of the program is to relate the medical school 
effectively to community health and medical needs. 

The progr am enables medical students to work directly in commu- 
nity health care facilities while remaining under the auspices of the 
medical school. These experiences enable students and faculty to join 
in the investigation of new and more efficient ways of utilizing person- 
nel and technology in bringing medical care to the patient. Students 
can learn to work with patients in a “real life” community environment 
while studying the roles and responsibilities of physicians as they differ 
between communities. 

The community laboratory program as developed in the metropolitan 
areas around Lansing, Michigan, involves medical school coordination, 
not only with hospitals and practicing physicians but also with the 



COMMUNITY LABORATORIES 
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entire range of community and governmental agencies related to the 
delivery of health services. 

Academic preparation for the community laboratory experience in- 
cludes courses such as: medicine and society; world population pro 
lems; role of the general practitioner; government and medical care. 
The courses involving social issues and medicine help the student gam 
perspective and understanding of the professional career choice he has 

made. 

Another facet of the community clinical experience is particularly 
relevant to sparsely settled states — the emphasis on rural health serv- 
ices. Medical students of Michigan State University will participate in 
summer projects in small communities in the Upper Michigan Penin- 
sula where they will study rural health structure and work with local 
physicians in giving health care. It is hoped that, through such an ex- 
perience, many of the students after graduation will be attracted to 
careers in these sparsely settled communities. 

Dr. Hunt said that in the near future more rural and urban commu- 
nity hospitals will be involved in health profession education. It is 
probable that similar involvement in the sparsely settled states could 
contribute substantially to improving each state’s own health services. 

UMBRELLA CONCEPT OF COMMUNITY HEALTH CARE 

Dr. James L. Dennis, director and dean of the University of Okla- 
homa Medical Center, described Oklahoma’s approach to the problems 
of education for improved patient care. A survey of health care in 
Oklahoma revealed that this state shares many of the problems of per- 
sonnel shortages and distribution that are prevalent in Idaho, Montana, 
Nevada, and Wyoming. Not only is there a shortage of physicians, but 
also of dentists, nurses, physical therapists, all categories of technolo- 
gists, hospital administrators, social workers, and all other kinds of 
auxiliary health and medical personnel. 

The University of Oklahoma Medical Center has responded to the 
health needs of the state by initiating a plan calling for cooperation of 
all health agencies. An investigation of this plan should be helpful to 
any state that will require coordination of all of the health and medical 
professionals and agencies if all of its people ate to have access to 
optimal health service. 
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According to the Oklahoma plan, the multi-institution endeavor 
would, in effect, make a functional “medical institution” out of the 
many organizations in the Oklahoma City area that have diverse health 
and medical orientations. Examples of such organizations are the so- 
cieties of practicing professionals; community hospitals; cancer, heart, 
and other volunteer health agencies; the state and federal health agen- 
cies; public health departments; and other related institutions including 
extended care facilities and nursing homes. 

The university medical center serves to mobilize the efforts of all 
these agencies by providing leadership for the coordination of health 
services and by coordinating the education of various health profession- 
als. 

According to Dr. Dennis, the university medical center discharges 
this leadership role (1) by preventing obsolescence in trained health 
personnel by planning continuity in the transmission of new knowledge 
and technology to the state communities; (2) by evolving pilot pro- 
grams concerned with the exploration of improved methods for the 
delivery of health care and the development of hea’th manpower; and 
(3) by helping the private and public sectors of the health and medical 
professions to cooperate in providing comprehensive community health 
care and opportunities for related education. 

To initiate this operation, the university brought together a group of 
influential citizens representing every section of the state to lay the 
groundwork for the necessary coordination. This group agreed to create 
a multi-institutional corporation now called the “Oklahoma Health 
Science Foundation.” 

The goals of the Foundation are to assist private and public institu- 
tions and agencies related to any facet of public health, patient care, 
health science education, or research, in clustering their facilities close 
to the University of Oklahoma Medical Center. The proximity of all of 
these agencies encourages a “unity of diversity” in efforts to meet the 
health science manpower needs of the people in Oklahoma. 

All of the institutions involved in this endeavor are sharing facilities 
and personnel, and this is resulting in the reduction of both capital and 
operating expenditures. 
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An operations committee handles all inter-institutional affairs. Mem- 
bers of the committee are the administrative heads of each P^P a ^ 
institution and agency. The director of the operations conumttee i a 
member of the medical center administration. However, in determining 
policy and instructional procedures, he is identified with die enure 
community-not with the university. The operations committee co- 
ordinates and plans all phases of joint health care prop am^Once he 
committee reaches policy consensus, the individual members take t 
committee recommendations to their respective governing boards and 
oirinlinma Health Science Foundation for final approval. 



Before such a concept could be initiated in any state, or 
tates, all participating institutions and agencies must be ^wifimg ; to pool 
ind dedicate their respective resources and energies to improve the 
mtire health education and service establishments. 

INTERSTATE EDUCATIONAL PROGRAM FOR HEALTH SERVICES 

Dr. Ward Darley, visiting professor of medicine and P^entive medi- 
cine at the University of Colorado, and also chairman of the sympos- 
ium outlined a proposal that encompassed many of the above sugges- 
tions and which he believed would be legally acceptable and within the 
r»f nil nf the four states. 



Dr Darley suggested that Idaho, Montana, Nevada, and Wyoming 
could each develop a school of medicine which, by using alr ^ e ^ st ‘ 
mg community hospitals and resources, could provide for the complete 
scan of education for general family or primary physicians. 



To accomplish this the following steps were suggested : 

1 Each state would select an institution of higher education that 
' would operate its school of medicine. The first two years of the 
school would be located on campus. The second two years, plus 
internships and residencies in general medicine, would operate in 
affiliated community hospitals. 

2. Each of these educational institutions would select an appropriate 
individual to be the state’s principal representative on a regional 
or central committee. This committee, through the proper use of 
staff, consultants, and subcommittees, would determine the objec- 
tives and plan the curricula that each of the medical schools could 

use in common. 
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3. The central committee would also recommend the criteria that 
would govern the appointment and training of faculty, the estab- 
lishment of hospital affiliations, the selection of students, and the 
progression of each student from one level of education to an- 
other. 

All of this would be done so that the curricula and methods of teach- 
ing could be modified or amplified by those in the participating medical 
schools and community hospitals who would be providing the direct 
supervision for each level of each program. This would mean that, 
while the schools would be sharing curricular and faculty resources 
through centralized planning, each would still provide for face-to-face 
teaching and learning in the classrooms and laboratories of the cam- 
puses and the affiliated hospitals. 

The principal ingredient of the proposal is that central planning 
would develop curricular content and related teaching methods and 
visual aids that could be used in common by all health and medical 
education programs in each participating state. This would permit each 
state to conduct viable and successful educational programs with fewer 
new facilities, fewer administrators, smaller faculties, and less expense 
than would otherwise be the case. Each state would be in a position to 
select those activities that it would perform for itself and those that it 
would share with others. Even a state that did not wish to establish a 
program in undergraduate medicine might find portions of the total 
program that it could use in developing internships, residencies, and 
programs in continuing education. 

Planning for medical schools and intern and resident training does 
not come within the scope of the Regional Medical or the Partnership 
for Health Programs. Yet these two programs plus programs in under- 
graduate and intern and resident education would mutually support one 
another. This would be particularly true if all three could share in an 
adequate system of communications— a system that would use long 
distance telephone and teletype, films and tapes, the automobile and 
airplane, the mails, and open circuit television as they are today. Even- 
tually a widespread insta lla tion of terminals could permit the wide 
band tr ansmissi on of the printed word (teletype) , as well as the voices 
and images that person-to-person, person-to-group, and group-to-group 
communications and teaching will require. These latter needs could only 
be met by the installation of coaxial cable, microwave, or satellite. Any 
one of these latter systems of terminals would permit all terminals to 
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have unlimited access to data and information banks, and libraries 
wherever they might be. The systems would provide access to other 
computerized resources such as programmed instruction and systems of 
differential diagnosis as fast as they can be developed. Dr. Darley 
thought that all of these resources should be available by the time the 
programs he was suggesting could become operational. 

Dr. Darley’s proposal seemed to limit consideration to planning and 
program sharing in the interests of the various levels of physician edu- 
cation. This was because physician education is central to the function 
of the entire medical establishment. But once programs for physician 
education have been established, it is logical that the same framework 
could be used for the education of other health and medical personnel 
particularly nurses, social workers, and many categories of techni- 
cians and assistants. Coordination between medical and auxiliary health 
education will prepare the health and medical care team for the inter- 
personal relationships essential to effective patient care. The objective 
of this proposal is to provide interstate cocidination during the entire 
span of physician education— undergraduate, graduate, and continuing 
—so that patient care in the sparsely settled states will be more com- 
prehensive and coordinated. 

Finally, Dr. Darley called attention to the fact that, during the past 
four years, many reports have been developed that make a strong case 
for the objectives, concepts, and programs suggested in his proposal. 
But any action carrying out "he recommendations of these reports is yet 
to come. He expressed the belief that the states of Idaho, Montana, 
Nevada, and Wyoming, by cooperating in an interstate educational 
program for health services, could move quite promptly toward the 
establishment of the full span of physician education. 



Chapter VI 

CONCLUSION 



Successful medical education in the sparsely settled states can only 
be attained through regional cooperation. A mutual sharing of resources 
will bring quality to the needed educational framework and will result 
in a positive flow of health and medical manpower into these states. 
Such cooperation will be essential if these states hope to provide com- 
prehensive health care for their residents. 

Dr. Robert A. Aldrich, from the University of Washington, set forth 
four steps which he thought the leaders in Idaho, Montana, Nevada, 
and Wyoming should take now if they want dynamic and innovative 
medical programs: 

1. Establish programs in medical education as soon as feasibility 
studies are complete. 

2. Educate the public to understand and accept a program to cover 
the complete span of physician education. 

3. Strengthen the behavioral and sociological sciences in institutions 
of higher learning. 

4. Initiate, after full exploration, a program of interstate and inter- 
institutional cooperation. 

Dr. George E. Miller, director of research in medical education, 
University of Illinois, further endorsed the concept of regional coopera- 
tion by declaring, “These states will not have quality medical education 
if they rely solely on their own resources. This could well be the right 
tim e to coordinate and implement the inter-institutional concept ex- 
pressed by Ward Darley.” 

The consultants agreed that recent trends in regionalism have pro- 
vided an acceptable climate for such cooperation. The impetus, how- 
ever, must be generated from the local and state levels. A public con- 
cerned about the future health and medical care within each state must 
plan for health and medical manpower with positive vision. This man- 
power must consist not only of physicians but also of nurses and other 
health professionals. Once each state has a school of medicine, it would 
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not be difficult to develop strong educational auricula lor auxiliary 
health personnel. 



The consideration of the proposals within this document should pro- 
■i hnsk for a regional development of dynamic an 



high-quality medical education. 
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tained from author, University of Oklahoma Medical Center, Oklahoma 
City, Oklahoma.) 

This document explains a four-phased program to upgrade rural health 

services. . 

Dennis, James L. “The Role of the Medical School in Health Care in Okla- 
homa — A Case Study,” /. American Medical Association, 202:105-108, 

1967. 

The article explains the relationship of the University of Oklahoma to its 
state and local health facilities and agencies. The coordinated inter-institu- 
tional effort has resulted in an upgrading of community health care. 

Dimond, E.G. “The Open Medical School.” /. American Medical Association, 

194: 1220-1224, 1965. . f . 

Dr. Dimond stresses the need for physicians and medical school facilities 
to become more active in up-grading community health facilities. This 
would enable them to become an integral part in the medical educational 

establishment. .... 

Fau lkne r, James M. Opportunity for Medical Education in Idaho, Montana, 
Nevada, Wyoming. Boulder, Colorado: Western Interstate Commission for 
Higher Education, 1964. 

This is a summary report of the feasibility of establishing medical 
schools in the four states. 

Funkenstein, D.H. “Current Changes in Education Affecting Medical School 
Admissions and Curriculum Planning,” Journal of Medical Education. 

41:401-423, 1966. . t t . „ 

The author advocates that students be given the opportunity to follow 
more than one path through medical school. He believes that the field of 
general medicine should have greater emphasis. 

Harrell, George T. “Education of the Family Physician,” /. American Medical 

Association, 203:495-498, 1968. . 

This article makes a strong case for the special education of a general 
physician and shows the importance of the humanities, the behavioral sci- 
ences, and the overall community to such an enterprise. 

Hunt, Andrew D., Jr. and Neil F. Bracht. “Medical Education and the Com- 
’ ' munity,” Michigan Medicine, pp. 1061-1066, December, 1966. 

The paper explains the Michigan State University College of Human 
Medicine’s concern for community health care. Descriptions of the phil- 
osophy and planning of “community medicine” are discussed. 

Miller, George E. ‘Continuing Education for What?” Journal of Medical 
Education, 42:320-326, 1967. . , 

This is a strong statement encouraging a change of emphasis in the 
continuing education of physicians. There must be a shift from rigid course 
and method instruction toward educational diagnosis and individualized 
therapy. Throu gh such an approach, the physician will be able to meet 

patient care needs more effectively. w „ , . „ 

Millis, John S. “A Re-Examination of Assumptions in Medical Education. 
Training Family Physicians to Render Comprehensive Care. (Supplement to 

GP Magazine) August, 1967. ...... . .. 

The article focuses on the form of present medical education and the 
nature of specialization and research within this framework. 

National Commission on Community Health Services. Comprehensive Health 
Care: A Challenge to American Communities. Washington, D.C.: Public 

Affairs Press, 1967. ... . , 

This book supports the concept of a community medical establishment that 
will cover the total span of health and medical service for the entire corn- 
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inunity population. It focuses on the need for education and research in the 
delivery of such services. 

Pellegrino, E.D. “Generalist Function in Medicine,” /. American Medical 
Association, 198:541-545, 1966. 

The author advocates that medical students should be given the same 
opportunity to study for a career in general medicine as for a specialized 
field. 

Penrod, Kenneth E. and Glenn W. Irwin. “A Proposed Statewide Medical 
School for Indiana,” Journal of Medical Education, 41:1030-1036, 1966. 

The authors describe the Indiana University School of Medicine curri- 
culum involving Medical Center facilities and a number of hospitals and 
clinics throughout the state. The program enables students and faculty to 
be exposed to a variety of clinical experiences while devoting their attention 
to community health problems. 

Report of the Citizens Commission on Graduate Medical Education. (The 
Millis Report) Chicago: American Medical Association, 1966. 

This statement endorses the need for comprehensive, continuing, family- 
centered health and medical care. Special training of a general (“primary") 
physician plus supporting personnel to deliver this care is the corporate 
responsibility of the university and/or hospital rather than the responsibility 
of a department head or a division chief. 

Report of the National Advisory Commission on Health Manpower, Volume 
/. Washington, D.C.: U.S. Government Printing Office, 1967. 

This is an overall study of the national health and medical manpower 
situation which contains recommendations that can be applied at local as 
well as national levels. Page 31 of the report is particularly germane if the 
states of Idaho, Montana, Nevada, and Wyoming decide to base improve- 
ment of their medical establishments upon education and research in the 
field of health and medical care. 
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